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Abstract
Advance care planning (ACP) is a process that seeks to ensure patients receive medical
care that is consistent with their values and preferences. The process has proven benefits for
patients and their loved ones but is under-utilized in clinical practice. Nurses are capable of
successfully supporting patients through ACP; however, they encounter barriers that prevent
their engagement in the process. These barriers include a lack of knowledge regarding ACP, poor
understanding of their role in the process, and a lack of confidence to embrace the practice.
The purpose of this DNP Project was to create an evidence-based educational
intervention to improve the knowledge and confidence of nurses regarding ACP. In order to
improve the knowledge of nurses, a digital presentation was developed and implemented during
two lunch-and-learn educational sessions for nurses at a regional medical center in northern
Nevada. The project utilized a single-group pretest-posttest design to assess nurses’ knowledge
of ACP and their confidence to engage in the process. Results demonstrated that the ACP
knowledge and confidence of nurses improved after the educational intervention. Further
research is necessary to explore the impact of improved ACP-related knowledge and confidence
on the clinical practice of nurses and subsequent patient outcomes.
Keywords: advance care planning, nurse, nursing education, knowledge of nurses,
confidence of nurses
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Chapter 1
Background and Significance
Advance care planning (ACP) is an increasingly prevalent topic among healthcare
personnel advocating for improved outcomes. A multidisciplinary, international panel of ACP
experts has defined ACP to be “a process that supports adults at any age or stage of health in
understanding and sharing their personal values, life goals, and preferences regarding future
medical care” (Sudore et al., 2017, p. 826). This dynamic process enables individuals to learn
about, reflect on, and express their wishes regarding care and treatment. Evolving ACP
discussions between individuals, their loved ones, and the healthcare interdisciplinary team occur
over time and can transpire during periods of health or upon changes in health status (Sudore et
al., 2017). The process of ACP may result in the completion of advance directives, which may
include a living will, a durable power of attorney for healthcare, and other documents. ACP
serves to promote individual autonomy and ensure that individuals receive care that is consistent
with their personal values and preferences. Research shows that ACP is associated with
improved end-of-life outcomes, a reduction in unnecessary and unwanted medical treatment, and
improved satisfaction levels of patients and their loved ones (Dixon, Karagiannidou, & Knapp,
2018; Houben, Spruit, Groenen, Wouters, & Janssen, 2014; Weathers et al., 2016).
In 2014, the Institute of Medicine (IOM) published a committee report that provided
recommendations to improve the quality of healthcare. This report recognized the delivery of
person-centered, family-oriented care as an essential component in the provision of quality
healthcare. The report emphasized the necessity of honoring individual preferences at the end of
life and identified ACP to be an important part of the process (IOM, 2014). The report identified
a practice gap and acknowledged that ACP conversations between the clinician and patient do
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not occur as often as they should. While there is limited data on the exact rates of ACP
conversations, only one-third of Americans have completed advance directives (Yadav et al.,
2017). In order to address this practice gap, the IOM recommended that healthcare professionals
across all disciplines and specialties utilize their communication and inter-professional
collaboration skills to initiate high-quality conversations about ACP with patients.
A common misconception about ACP pertains to the roles that various clinicians play in
the process and the misunderstanding that physicians are primarily responsible for initiating ACP
conversations (Jimenez et al., 2018; Ke, Huang, O’Connor, & Lee, 2015; Izumi, 2017). This is a
misconception that is prevalent in both healthcare professionals and the general public (Bernacki
& Block, 2014; Shepherd, Waller, Sanson-Fisher, Clark, & Ball, 2018). As the IOM has
suggested, a variety of disciplines within the healthcare system should take part in ACP. While
physicians play an important role in ACP, nurses are capable of successfully collaborating with
patients and interdisciplinary team members to promote the autonomy of patients through ACP
(Ke et al., 2015; Izumi, 2017). Nurses are uniquely positioned to integrate ACP into standard
care and make a positive impact on the delivery of quality patient-centered care that honors the
preferences of individuals.
The central tenets of the nursing profession provide a foundation that inherently enables
nurses to be leaders in ACP. Nurses follow an ethical code of conduct established by the
American Nurses Association (ANA; 2015), which guides nurses in their professional roles. It
identifies the profession’s commitment to patients, respect for the dignity of individuals,
responsibility to advocate for patients, and accountability to provide optimal care. Nursing
recognizes that an individual’s wellbeing is impacted by their physical, psychological,
interpersonal, and spiritual dimensions and strives to promote wellbeing throughout the
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trajectory of the lifespan (ANA, 2016). As outlined by the ethical code, the nursing profession
values and respects the dignity, worth, and self-determination of all patients (ANA, 2015). In
accordance with these values, nurses utilize ACP while supporting individuals in making
informed decisions with family and loved ones.
It is the role of the nurse to have honest discussions about treatment options, resources,
and personal values with patients (ANA, 2015). Nurses are professionals who assess, promote,
advocate, and educate as healthcare providers who are committed to their patients. They support
the patient’s collaboration in care planning and ensure that care is in alignment with the unique
values of patients. The code of ethics designates nurses as leaders who promote ACP
conversations and are knowledgeable about advance directive documents. Fundamentally, the
values of the nursing profession go hand-in-hand with the goals of ACP. These values guide
nurses to ensure that individuals receive medical care that is aligned with their values and
preferences.
In addition to the code of ethics, the ANA has also documented the nursing profession’s
responsibility to participate in ACP with the patients they care for. In response to the IOM’s
report on end-of-life care, the ANA (2016) released a revised position statement that addressed
the nursing profession’s role and responsibilities in the provision of care at the end of life. This
statement identified the significant role nurses play in supporting patients and families
throughout the continuum of the lifespan and recognized nurses as being ideally positioned to
engage in ACP with individuals. The Hospice and Palliative Nurses Association (HPNA)
embraced the position statement of the ANA and called on nurses to take a leading role in ACP
(HPNA, 2018). HPNA called on nurses to implement ACP in everyday practice and educate
others on the topic of ACP (HPNA, 2018). With the support of the IOM and the ANA, nurses are
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poised to promote ACP in accordance with the fundamental values and responsibilities of the
profession.
Problem Statement
While the benefits of ACP are widely recognized, utilization rates remain low. Nurses are
well-positioned to positively impact this practice gap and engage in ACP with patients; however,
they often experience barriers that hinder their participation (Caitlin, Lewis, Nichols, & Parsons,
2015; Ke et al., 2015). Research shows that nurses have a knowledge deficit in ACP as well as
an unclear understanding of their role and responsibilities in the process (Ke et al., 2015;
Shepherd et al., 2018). In addition, nurses commonly report the misperception that ACP is
outside of their scope of practice (Izumi, Burt, Smith, McCord, & Fromme, 2019). These barriers
keep nurses from engaging in ACP conversations with patients as often as they could. In turn,
these barriers obstruct nurses from providing a means of support and advocacy that is central to
the values of their profession.
By not engaging in ACP, nurses are not supporting patient autonomy, thus failing to
provide excellent, individualized care. They are not acting on the central values of the profession
such as dignity, worth, and self-determination. This gap in nursing practice is significant because
nurses are not embracing opportunities to support patients and provide evidence-based care.
When nurses become empowered to openly communicate with patients and their families
through ACP, patients will receive the care that the nursing profession is dedicated to providing.
By addressing this practice gap, patients will be able to experience the widely recognized
benefits of ACP and receive individualized care that promotes their autonomy.
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Purpose Statement
The purpose of this Doctorate of Nursing Practice (DNP) Project was to design an
educational session in a “lunch-and-learn” format, with an aim to improve the knowledge and
attitudes of nurses towards ACP. The educational session utilized a digital presentation
(Appendix A) to facilitate the teaching of evidence-based information regarding ACP. The
presented information included topics such as how to initiate ACP conversations and the role of
the nurse in ACP. The project served to empower nurses to embrace their role in engaging with
patients to facilitate meaningful conversations regarding the patient’s individual values and
preferences for medical care.
Summary
ACP is a dynamic process that seeks to ensure patients receive medical care that is
consistent with their values and preferences. The process has proven benefits for patients and
their loved ones but is under-utilized in clinical practice. Nurses are uniquely positioned to
support patients through the process but they encounter barriers that prevent them from engaging
in the practice. This project aimed to create an evidence-based educational intervention to
improve the knowledge and confidence of nurses regarding ACP. Overall, the project served to
improve the utilization of ACP in the clinical practice of nurses.
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Chapter 2
Review of the Literature
A review of the literature was conducted to examine the topic of ACP, the relationship
between the nursing profession and ACP, and effective interventions to improve the knowledge
and attitudes of nurses towards ACP. The review was performed by analyzing studies retrieved
from a variety of databases including the Cumulative Index to Nursing and Allied Health
Literature, PubMed, the Agency for Healthcare Research and Quality, the Cochrane Database of
Systematic Reviews, Scopus, and the Education Resources Information Center (ERIC). Key
terms that were utilized in searches included advance care planning, barriers to advance care
planning, nurse knowledge of advance care planning, the role of the nurse in advance care
planning, and education for nurses. The combined searches yielded hundreds of results, which
were further narrowed down by inclusion criteria such as publication date between 2010 and
2019, English language, and publication in an academic journal. Articles that were selected for
further review discussed topics that fell into one of five categories: defining ACP, benefits of
ACP, barriers to ACP, the role of nursing in ACP, and educational interventions to improve
nurse knowledge regarding ACP.
Definition of ACP
Healthcare professionals have facilitated discussions with patients and families regarding
health, disease, treatment, and values while formulating plans of care for centuries. With recent
healthcare shifts to embrace quality and individualization, there has been an increased focus on
ACP. Initiatives in the clinical, public, and research sectors have recently been put forth in order
to improve the process of ACP and embrace its utilization (Sudore et al., 2017). Until recently, a
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uniform definition for ACP did not exist. This made it difficult to measure the utilization,
quality, and impact of ACP.
In 2015, a Delphi panel convened to formulate a consensus definition for ACP that could
be utilized in the creation of consistent quality standards, incentives, and support to promote
effective ACP (Sudore et al., 2017). The panel was composed of 52 international,
multidisciplinary ACP experts who were selected for their relevant clinical, research, or policy
expertise. The panel assembled ten times and came to key conclusions regarding what constitutes
ACP and what the goal of the ACP process is. Extensive discussion and consideration were
given in the formulation of the panel’s final consensus definition and an accompanying goal
statement. The panel defined ACP as “a process that supports adults at any age or stage of health
in understanding and sharing their personal values, life goals, and preferences regarding future
medical care” (Sudore et al., 2017, p. 826). The goal statement is as follows:
The goal of ACP is to help ensure that people receive the medical care that is consistent
with their values, goals, and preferences during serious and chronic illness. For many
people, this process may include choosing and preparing another trusted person or
persons to make medical decisions in the event the person can no longer make his or her
own decisions. (Sudore et al., 2017, p. 826)
Through collaboration and discussion, the panelists determined that ACP is designed to prepare
the individual for his or her own decision-making. It also prepares future surrogate decisionmakers in the event that the patient loses the capacity to advocate for him or herself and make
future decisions. The panelists agreed that ACP is a process that occurs over a continuum of time
and should be revisited after changes in life circumstances, alterations in the course of a disease,
and as the patient prefers.
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The panelists recognized that individuals may choose to include other people in the
process, including surrogate decision-makers, family members, and friends. The panelists
acknowledged that ACP focuses on future (hypothetical) decisions but may also address in-themoment decision-making during discussions about current goals of treatment. They agreed that
individuals have person-centered goals which should be included in ACP discussions in order to
formulate medical care plans that are consistent with the values of the individual. The experts
established that ACP can occur at any age or stage of health and is relevant throughout a
person’s life. It is dynamic and should be revisited over time; changes in values or preferences
for care can be documented whenever necessary during the evolution of care. Individuals can
complete formal documentation in the form of advance directives per their preferences and
clinicians should document ACP discussions.
Benefits of ACP
ACP is an essential component in the provision of high-quality care. The benefits of ACP
are widely recognized and well documented (Jimenez et al., 2018). Research supports the
positive impact of ACP on the outcomes of patients as well as their close friends and family.
ACP is associated with the provision of clinical care that is consistent with the preferences of the
patient, completion of advance directives, improved quality of life, occurrence of end-of-life and
death in the patient’s preferred place, and improved bereavement outcomes for family and close
friends (Bernacki & Block, 2014; Jimenez et al., 2018).
Improved patient outcomes. Bernacki and Block (2014) published a special
communication that evaluated observational and interventional studies pertaining to ACP. The
document serves to drive best practice in the clinical setting and was conducted for the American
College of Physicians High Value Care Initiative. The authors examined research regarding
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current practices in communication and the care of patients with serious illnesses. They also
reviewed the impact of communication and care planning on outcomes. From the research, the
authors determined that patients who engage in ACP are more likely to have their care-related
preferences understood and followed.
The communication brief noted that end-of-life conversations are associated with
improved quality of life and the provision of care that is more consistent with patient
preferences. They also noted that patients who engaged in end-of-life conversations with
clinicians were more likely to know that they were terminally ill, had higher rates of selfreported peacefulness and received less invasive care at the end of their lives per their
preferences. Bernacki and Block synthesized the research results to create best practice
recommendations for clinicians who care for patients with serious illness. They suggest that
clinicians integrate conversations about serious illness care goals into routine care in order to
improve end-of-life outcomes.
Another review sought to determine the impact of ACP on the outcomes of people living
with dementia. Through a systematic review of 18 relevant studies, Dixon, Karagiannidou, and
Knapp (2018) determined that ACP allows people with dementia to have a voice in their future
care and may help improve outcomes at the end of life. The review identified that ACP
interventions improved patient knowledge of advance directives and life-sustaining treatment as
well as concordance between the patient’s treatment preferences and the treatment they received.
The review identified that patient outcome measures and the process of ACP vary between
studies, making it difficult to draw clear conclusions. From the limited data, the authors report
that there is support for ACP and a potential association between ACP and a variety of positive
patient outcomes.
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Research has also shown ACP to be beneficial for the population of people living in
nursing homes. Another systematic review examined the effects of ACP interventions on
individuals living in nursing homes (Martin, Hayes, Gregorevic, & Lim, 2016). The review
analyzed 13 studies and five systematic reviews and compiled a detailed narrative synthesis of
the data. Through their analysis, the authors found that when ACP is completed, subsequent
treatment is highly consistent with the individual’s wishes. Residents who completed ACP had a
high incidence of dying where they preferred. Additionally, unnecessary hospitalizations that
were inconsistent with the individual’s preferences were avoided when ACP was completed.
ACP was also associated with increased utilization of community palliative care services.
Considering these findings, Martin et al. (2016) determined ACP to be a beneficial and important
process for patients living in nursing homes.
Houben, Spruit, Groenen, Wouters, and Janssen (2014) conducted a systematic review
and meta-analysis of 56 articles to evaluate the efficacy of ACP in different adult populations.
The review found that 18 trials reported an improved advance directive completion rate after the
implementation of an ACP intervention. The authors reviewed three trials that evaluated the
concordance between patient preferences for end-of-life care and the care that the patients
actually received after the implementation of an ACP intervention. All three trials demonstrated
that patients in the intervention groups had an increased likelihood of receiving care that was
consistent with their preferences compared to control groups. Through analysis of the research,
the authors determined that ACP interventions benefit a variety of different adult populations.
These interventions increase the completion of advance directives, promote discussion about
end-of-life care preferences, and improve the likelihood that patients receive end-of-life care that
is consistent with their preferences.
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Another study aimed to examine the global research on ACP in order to inform policy
and current practice (Jimenez et al., 2018). Jimenez et al. evaluated 80 systematic reviews on
ACP in order to synthesize the research (Jimenez et al., 2018). The results of the review
identified many benefits of ACP. These benefits include improved end-of-life communication,
documentation of preferences for medical care, completion of advance directives, concordance
between patient preferences and surrogate knowledge of preferences, delivery of care that was
consistent with patient wishes, end-of-life and death consistent with preferred location, lower
rates of hospitalization and unwanted life-sustaining treatments, increased palliative and hospice
care referrals, and overall health care savings. The authors of the review concluded that ACP is
essential in facilitating important decision-making and is associated with many positive
outcomes for patients, healthcare professionals, and healthy medical systems alike.
Improved outcomes for family. Family members and close friends also benefit when an
individual participates in ACP. In healthcare, family members often assume the role of the
surrogate decision-maker when patients are no longer able to make their own decisions (Kelly,
Rid, and Wendler, 2012). There are two common ways that family members come to be
designated as surrogates. One way is that patients who complete advance directives choose for
family members to be their surrogates in the event of decisional incapacity (Kelly et al., 2012).
Another situation that leads to family surrogacy occurs when a patient loses decisional capacity
and has not completed ACP. When this occurs, a next-of-kin family member typically assumes
surrogacy for the individual by default.
A systematic review by Kelly et al. (2012) examined 40 qualitative and quantitative
articles that provided data on the views of 22,828 individuals. The review identified 18 articles
that documented a patient preference for a family surrogate decision-maker over a non-family
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candidate. A preference for family members was attributed to the fact that individuals trust their
close family members (N = 10). A preference for family was also attributed to the belief that
family members have the best knowledge of the treatment and type of care that the patient
prefers (N = 11). This research suggests that patients select surrogate decision-makers who will
make treatment choices that are consistent with their own preferences. Patients want their
preferences to be honored when they are unable to make decisions for themselves.
The systematic review ultimately determined that individuals have three priority goals for
future situations where their surrogate may be faced with making treatment decisions (Kelly et
al., 2012). These goals include involving their family, minimizing the burden on their family,
and obtaining treatment that is consistent with their own treatment preferences. Surrogate
decision-makers select family members because they believe family members will make
decisions that are aligned with their own treatment preferences. In turn, family members want to
make decisions consistent with the preferences of their loved ones but they often do not have an
adequate understanding of what the patient would prefer. A consequence of this is that they
experience substantial distress when acting as the surrogate and making decisions regarding care
(Kelly et al., 2012; Wendler & Rid, 2011).
A systematic review by Wendler and Rid (2011) analyzed 40 studies that provided data
on nearly 3,000 surrogates. Over half of the articles (n = 29) reported that surrogates might
experience negative emotions when participating in medical decision making for an
incapacitated adult. At least one-third of surrogates experience long-lasting negative
consequences such as stress, guilt, and doubt regarding the medical choices they made for a
loved one. The emotional distress of surrogates that was identified in this research is inconsistent
with the goals of patients. Patients who choose a surrogate decision-maker for surrogacy desire

12

to minimize the burden on their family. Participation in ACP and the completion of advance
directives that document preferences for treatment may be a way for patients to reduce the
negative emotional burden that surrogates experience. Feelings of guilt and doubt regarding
decisions for a loved one may be mitigated by the promotion of autonomy that ACP and the
completion of advance directives provide.
ACP seeks to prepare individuals and their future surrogate decision-makers for future
care-related decisions. ACP may alleviate the inconsistency between the patient’s goal to
minimize the burden that their family experiences and the actual distress that family members
encounter while acting as surrogates (Sudore et al., 2017). Through ACP, individuals can reduce
the emotional burden of their surrogate decision-makers and improve their bereavement
outcomes (Bernacki & Block, 2014). Surrogate decision-makers experience less distress when
they are able to make decisions that they know are consistent with the patient’s preferences. This
is consistent with the goal of reducing the burden on patients’ family members (Kelly et al.,
2012).
Wendler and Rid’s (2011) systematic review of 40 articles identified many studies (N =
15) that found support for an association between the surrogate’s level of confidence in the
patient’s treatment choice and the emotional burden the surrogate experiences. Surrogates who
were confident in their understanding of the individual’s preferences reported experiencing less
negative emotional effects such as stress and guilt during the process. Two quantitative studies
from the review examined a combined 176 surrogates while researching the distress surrogates
experience. The studies found that the presence of an advance directive that outlined the patient’s
treatment preferences significantly reduced the stress of the surrogates (Tilden, Tolle, Nelson, &
Fields, 2001; Davis et al., 2005).
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A literature review by Dixon et al. (2018) had similar findings when evaluating the
impact of ACP on caregivers of patients with dementia. The review (N = 18) determined that the
majority of studies found ACP to be associated with improved outcomes for caregivers. These
improved outcomes include improved satisfaction with care, a positive quality of life, and low
levels of anxiety and depression. A systematic review by Weathers et al. (2016) also determined
that ACP is associated with improved family outcomes. The review examined nine randomized
controlled trials and concluded that the utilization of ACP is associated with improved family
satisfaction of care, knowledge of ACP, and understanding of the end-of-life preferences of their
loved ones. As documented by the research, ACP helps ensure positive outcomes for both
patients and their family members.
Utilization of ACP in Clinical Practice
Literature endorses the utilization of ACP and recognizes the many benefits associated
with the utilization of the ACP process. Through the completion of ACP, patients and family
members experience improved outcomes that are significant to the provision of high-quality
care. Unfortunately, ACP completion rates remain suboptimal and the outcomes of ACP are not
being realized to their potential. While the exact rate of the occurrence of ACP in the general
population is difficult to ascertain, research demonstrates that the rates are low.
Rao, Anderson, Lin, and Laux (2014) sought to determine the rates of ACP and the
completion of advance directives through a survey provided to community-dwelling adults (N =
8,000). Less than half of those surveyed reported engaging in discussions regarding treatment
preferences and only a quarter reported completing an advance directive. Sharp, Moran, Kuhn,
and Barclay (2014) conducted a systematic review (N = 26) that identified a disparity between
the number of patients who are receptive to ACP and the rate at which ACP actually occurs.
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Through a review of seven articles, they found that only 2-29% of frail older people have
discussed end-of-life care plans with a healthcare professional. Five articles documented
variability in the percentage of older adults who have documentation of medical preferences in
their medical record. The variability in documentation rates ranged from 15-66%. Another
systematic review of the literature by Yadav et al. (2017) identified low advance directive
completion rates in the United States. The review of 150 studies, which included nearly 800,000
people, determined that only 36.7% had completed an advance directive. While the many
benefits of ACP have been demonstrated, there is a discrepancy in current practice and the
utilization of ACP is suboptimal.
Barriers to ACP
Researchers seeking to address this practice gap have examined the barriers that
clinicians and patients experience in conducting ACP. Evidence shows a variety of barriers exist,
typically falling into three categories—patient-centered, system-related, and clinician-focused
(Bernacki & Block, 2014). Nurses are clinicians who experience barriers that hinder their
participation in ACP discussions. These barriers reduce the contribution of nurses towards
ensuring patients experience the benefits of ACP. Recognition and examination of these barriers
is an important step in understanding the ACP practice gap and formulating solutions that will
ensure patients receive individualized care.
Patient-centered barriers. Patients experience a variety of barriers that negatively
impact their participation in ACP. Research shows that patients and caregivers may not be
prepared for ACP conversations and subsequently may not initiate them (Jimenez et al., 2018;
Lund, Richardson, & May, 2015). In addition, patients and their families may not participate in
ACP due to the emotional distress and the uncertainty they experience in the context of an
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evolving disease process. Another barrier is that patients may lack understanding of ACP and
how it impacts them. One study noted that without an adequate understanding of ACP, patients
will not understand the consequences and missed benefits they may experience if ACP is not
performed (Boddy, Chenoweth, McLennan, & Daly, 2013).
Nurses are in a position to help patients overcome these barriers and experience the
benefits of ACP. Sudore et al. (2017) provide recommendations on how nurses can support
patients to overcome barriers and participate in ACP. These recommendations include nurses
performing an assessment of the patient’s readiness to engage in ACP. Based on their assessment
results, they should tailor the information they provide to meet the individual’s willingness to
engage. In situations where patients and their loved ones experience uncertainty and emotional
distress due to evolving disease, nurses can provide support to patients through meaningful
conversation. While supportive conversations may not result in immediate ACP decisions, they
may facilitate preparation for future decision-making.
Nurses who engage in ACP discussions can approach the topic of prognosis according to
their scope of practice and the preferences of the patient. Nurses can facilitate supportive
conversations regarding future medical decisions whether or not there is certainty regarding
prognosis or the future course of an illness. Lastly, nurses can help improve the knowledge of
patients regarding ACP through educational conversations. The professional standards of the
nursing profession establish the role of nurses as patient educators and research supports the
effectiveness of nurses in this role (Flanders, 2018).
System barriers. Barriers to ACP have also been identified at the institutional and
operational levels. An overarching theme in the barriers stemming from system-related factors is
that the culture of healthcare has not embraced ACP nor embedded it into routine care (Jimenez
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et al., 2018; Gilissen et al., 2017). The culture of healthcare does not endorse the integration of
ACP into standard care that is integrated into the context of everyday practice. In addition,
healthcare systems often lack the necessary resources, time, and staff preparation devoted to
ACP (Jimenez et al., 2018). Some systems make it difficult to monitor and access records as well
as transfer documentation of ACP across health settings (Jimenez et al., 2018; Dillon et al.,
2017). Research has also identified that there is often a lack of clarity on the legal requirements
of some ACP documents and the unique ACP procedures within individual healthcare facilities
(Boddy et al., 2013). Healthcare systems and facilities play an important role in the
implementation and sustainability of ACP; successful implementation of ACP requires the
utilization of a whole-system approach (Gilissen et al., 2017). Barriers from healthcare systems
and facilities negatively impact the process of ACP and contribute to poor utilization rates.
Clinician barriers. In addition to patient and system-related barriers to ACP, barriers
specific to healthcare clinicians impede ACP (Bernacki & Block, 2014). Clinicians report
communication skill deficits and a lack of preparation for end-of-life discussions, which impact
their ability to facilitate ACP discussions (Jimenez et al., 2018; Bernacki & Block, 2014; Visser,
Deliens, & Houttekier; 2014). In addition, healthcare practitioners have varying levels of
knowledge regarding the ACP process and may not understand some of the documentation
involved (Jimenez et al., 2018; Visser et al., 2014; Boddy et al., 2013; Wilder et al., 2013).
Another barrier is that clinicians often miss opportunities to engage in ACP discussions
and are unsure of the appropriate time to facilitate these conversations (Lum, Sudore, &
Bekelman, 2015; De Vleminck et al., 2013). Research has identified significant ambiguity about
who is responsible for conducting ACP and clinicians report being unsure as to who should be
initiating ACP discussions (Bernacki & Block, 2014). In one study, an ACP task force developed
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a survey to assess physician attitudes towards ACP (Chandar et al., 2017). Results demonstrated
significant variation in the amount of responsibility that physicians reported feeling towards
facilitating ACP. Izumi (2017) also reports ambiguity regarding which health care professionals
should perform ACP and in which setting. According to Izumi, physicians in the acute care
setting may believe ACP is the responsibility of the primary care provider. Primary care
providers often believe that ACP conversations are the responsibility of the specialist provider
and some specialists believe it is the responsibility of the primary care provider or other
clinicians (Izumi, S. 2017). When a multitude of providers assume ACP to be the responsibility
of another, opportunities for ACP discussions are missed and it goes unperformed. This
ambiguity in ACP roles may be a large contributing factor to low ACP utilization rates.
Nursing barriers to ACP. The profession of nursing is poised to positively impact ACP
and help change healthcare’s culture regarding the topic (Izumi, 2017; Anderson-Head et al.,
2018; ANA, 2016). Nurses acknowledge the importance of ACP and recognize some of its
associated benefits such as respecting patients’ wishes, protecting their autonomy, and helping
them prepare for future medical care (Ke et al., 2015). Nurses report that they believe advance
directives relieve the negative emotional burden that patients’ families experience. They also
believe that advance directives decrease moral burdens among health care teams (Ke et al.,
2015). While nurses recognize the benefits of ACP, they do not consistently engage in ACP
practices. The barriers that nurses encounter echo many of the barriers identified for physicians
and other healthcare clinicians. Barriers that relate to the nursing profession include insufficient
knowledge of ACP, poor understanding of their responsibilities in the ACP process, a lack of
confidence to embrace their role, and insufficient time to participate in the process (Ke et al.,
2015).
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Role of the Nurse in ACP
A survey of healthcare professionals in Singapore discovered that only 37% of
participating nurses considered ACP discussions to be part of their clinical roles (Yee et al.,
2011). Likewise, a systematic review of the literature by Ke et al. (2015) found that nurses have
differing views regarding the role and responsibility of the nursing profession in implementing
ACP. Some nurses who participated in the research (N = 18) did not want the responsibility of
engaging in ACP and believed it fell into the scope of practice of other clinicians. Others felt that
it is the nurse’s responsibility to encourage communication between patients and their physicians
but did not believe they should be involved in discussing ACP documents with patients.
Nurses identified that the roles of various interdisciplinary team members regarding ACP
often overlap. This adds to blurred responsibilities and role confusion. A doctoral project
evaluated the knowledge and attitudes of nurses towards ACP in rural Montana and found that
less than one-half of participants (N = 22) believed they had an active role in the ACP process
(Christensen et al., 2019). A study by Carabez and Scott (2016) found similar results; nearly 50%
of the nurses interviewed (N = 132) demonstrated a lack of knowledge of advance directives or
reported that their job does not have a role in ACP. Some nurses in the study reported that social
workers, rather than nurses, are responsible for assisting patients with ACP and advance
directives. Baughman et al. (2012) found that nurse case managers believe their role is to
encourage patients to have ACP conversations with physicians, rather than facilitate ACP with
patients themselves.
While nurses may not be aware of their responsibilities in the ACP process, the literature
suggests that they are an important component of the interdisciplinary team that facilitates ACP.
The ANA released a position statement on nurses’ roles and responsibilities in the provision of
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care at the end of life. It states, “nurses have a responsibility to establish decision-making
processes that reflect physiologic realities, patient preferences, and the recognition of what,
clinically, may or may not be accomplished” (American Nurses Association, 2016, p. 1). The
statement recognizes nurses as being ideally positioned to contribute to conversations about care
and treatment decisions, as well as establish mechanisms to respect the patient’s autonomy.
At a Palliative Nursing Summit, nursing leaders and palliative care experts convened to
discuss the role of nursing in ACP. A summary of the summit’s findings identified that nurses
should, “be empowered to take an active or leading role in communication between the provider
team and the patient and family including elicitation of patient preferences and preference for
life-sustaining treatments” (Anderson Head et al., 2018). In addition, a position statement by the
HPNA on ACP states, “nurses must take a leading role in ACP through the education of patients,
families, and other health care professionals and its implementation in everyday practice”
(Hospice and Palliative Nurses Association, 2018, p. E1).
Nursing is one of the largest occupations in the nation and is the largest occupation in
healthcare. Over 2.4 million nurses were employed in the year 2014 (Fayer & Watson, 2015).
Nurses are team members in nearly all care settings and they spend a significant amount of time
directly interacting with patients and their support systems (Izumi, 2017). Patients have unique
relationships with nurses and a Gallop Poll (2016) identified nursing as the most respected and
trusted profession. The respect and trust patients feel towards nurses give the profession a unique
position to collaborate with patients regarding care planning and personal values.
During time spent with patients, nurses have the opportunity to provide education, answer
questions, collaborate in care planning, and discuss the personal values of the patient (Ke et al.,
2015). Nurses facilitate, advocate, and help manage the care of their patients, which all plays a
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part in the ACP process. In the primary care setting, for example, nurses can provide information
on ACP and encourage patients to discuss future medical care and “what if” events with their
family members (Izumi, 2017). In another example, nurses in the acute care setting can ask their
patients if they have advance directives upon admission and then either provide information on
the topic or ensure that the patient’s legal documents are obtained by the healthcare facility.
If a patient’s health status is changing, nurses can teach patients and their families why it
is important to plan for the future and help facilitate ACP discussions. The nurse can also assist
patients in having further conversations with other health care providers, such as the physician or
social worker. An additional example is in the critical care setting where nurses can confirm a
patient’s ACP status and ensure that all team members are aware of the patient’s preferences. If a
patient loses the capacity to make decisions, nurses can advocate for them, ensuring that medical
care provided is consistent with the patient’s wishes and thereby honors the patient’s values.
Nurse knowledge and confidence. An additional barrier that nurses experience in
engaging in ACP discussions with patients is a lack of knowledge (Shepherd et al., 2018; Ke et
al., 2015, Baughman et al., 2012; Duke, 2007; Yee et al., 2011). Nurses have a poor
understanding of what ACP consists of and feel unprepared to engage in ACP with patients (Ke
et al., 2015). This lack of knowledge negatively impacts their ability to confidently initiate and
participate in ACP discussions with patients (Ke et al., 2015).
A questionnaire-based cross-sectional study by Shepherd et al. (2018) concluded that
nurses’ knowledge of ACP is low. Nurses (N = 181) were found to be least knowledgeable about
the authority of medical and financial surrogate decision-makers and most knowledgeable about
the modifiability of an advance directive. Only 7% of participating nurses were able to correctly
answer all questions on the knowledge survey and 24% correctly answered three or fewer items.
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Nearly all of the nurses involved in the study reported a lack of training regarding the legal
implications of ACP. Nurses with experience caring for dying patients were more likely to have
increased knowledge of the topic and older nurses were more likely to participate in ACP
practices with patients.
Coffey et al (2016) performed a cross-sectional, descriptive study to examine nurses’
knowledge of advance directives and confidence in end-of-life care (N = 1,089). Similarly, the
research identified that the age (P < .01) and work experience (P < .01) of nurses was associated
with a greater knowledge of advance directives. A qualitative study by Duke (2007) found that
participating nurses (N = 108) lacked a basic understanding of ACP and reported that education
would be beneficial. Ke et al. (2015) identified five studies in which nurses reported difficulty
understanding ACP-related terminologies. The authors also identified that nurses are unsure
about the right time to approach ACP and how much time should be devoted to ACP discussions.
As a result of their poor knowledge regarding ACP, nurses report low levels of
confidence to implement ACP into their practice (Ke et al., 2015). Nurses confirm their support
for ACP practices but feel unprepared to conduct conversations with patients. A survey by Yee et
al. (2011) found that nurses were less confident at conducting ACP compared to physicians and
social workers (N = 562). A study of nurse care managers found that nurses felt discomfort in
discussing prognosis and medical options with patients due to a lack of knowledge (Baughman et
al., 2012).
In order to mitigate the barrier of low ACP knowledge, educational support should be
provided to ensure that nurses have an accurate understanding of ACP practices (Shepherd et al.,
2018). Ke et al. (2015) suggest providing nurses with ACP education and practical information
in order to help improve their abilities to engage in ACP with patients. Nurses also report a
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desire to receive further education regarding ACP in order to better assist their patients. A survey
conducted by Jezewski, Meeker, and Schrader (2003) asked nurses (N = 900) what they need
most in order to assist patients with advance directives; the vast majority cited a need for more
education on the topic. Nurses recommended the implementation of formal education programs
such as workshops or in-services that address ACP and provide practical information. Nurses
requested teaching regarding how to best approach the subject with patients as well as
information on local and federal law concerning ACP.
Similar findings from a study on nurse case managers identified that nurses would like
education addressing the legal and medical aspects of ACP (Baughman et al., 2012). In addition
to the requests of nurses, nursing organizations are also embracing a need for ACP education.
Recommendations from the Palliative Care Summit include the development and implementation
of nursing education and competencies related to communication and ACP (Anderson-Head et
al., 2018). In addition, the HPNA position statement on ACP supports the provision of nursing
education in ACP in order to help nurses facilitate critical conversations with patients and
families (Hospice and Palliative Nurses Association, 2018).
Nursing Education
In order to improve the ACP process and reduce the practice gap, interventions seeking to
improve these barriers should be addressed. While some barriers are complex and may require
system-wide changes, the nursing barriers of a lack of information and poor confidence levels
may be more easily addressed (Coffey et al., 2016). Researchers, nurses, and nursing
organizations have come to similar conclusions regarding a need for nursing education about
ACP and have subsequently formulated recommendations for the provision of ACP information
for nurses. If nurses were to embrace their roles in ACP and embed the practice into their routine
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care of patients, they may be able to greatly influence the process and improve the outcomes of
their patients and associated family members.
Educational interventions can successfully improve nursing knowledge of ACP and an
understanding of their role in the process. A pilot study by Miller et al. (2019) found that general
practice nurses (N = 5) were able to successfully initiate and facilitate ACP conversations when
they had received adequate training and support. Quality improvement initiates in Colorado have
incorporated education in the forms of in-services and posters as part of an on-going mission to
improve the ACP process in their healthcare system (Fink et al., 2019). After the implementation
of education, 40% of nursing survey respondents (N = 732) reported feeling more comfortable
assisting patients with ACP counseling, specifically the medical durable power of attorney, than
they did one-year prior (P < .0001). Fink et al. attribute this increased confidence to the on-going
implementation of initiatives and the utilization of innovative educational interventions to
improve the knowledge of the nursing staff.
A systematic review by Chan, Ng, Chan, Wong, and Chow (2019) recognized clinician
reports of lack of training on ACP. The authors sought to evaluate the effectiveness of ACP
training on healthcare professionals through a review of ten articles, which covered 1,081
participants. The research examined various interventions utilized to improve clinician
knowledge of ACP; these interventions included instructional sessions, group discussions, roleplaying, and the utilization of advanced technology. Results demonstrated that training programs
increased the knowledge and attitudes of healthcare professionals towards ACP. Training
programs also improved ACP related communication skills, confidence, and comfort levels.
From the research, the authors determined that training does have a positive impact on the
knowledge, attitude, and skills of healthcare professionals towards ACP.
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Research demonstrates that educational sessions utilizing PowerPoint presentations in a
lecture format can be effective at improving the knowledge of nurses regarding ACP. A recent
publication by Izumi, Burt, Smith, McCord, and Fromme (2019) documents the results of a
quality improvement project that sought to address the barriers of limited knowledge and low
confidence that nurses experience in regards to ACP. The project aimed to increase ACP
conversations within the healthcare system and included 60 nurses working in a bone marrow
transplantation unit. Nurses participating in the project attended a 30-minute educational session
that utilized a Microsoft PowerPoint lecture and included an open discussion.
The initial assessment of participating nurses found that nurses were confident about their
communication skills but not their knowledge of ACP and the role of nurses in the process.
Topics included in the educational session were selected based on the knowledge deficits
identified in the initial assessment. These topics included definitions and descriptions of ACPrelated terms, goals of ACP, the role of nurses in ACP, recommendations on how to initiate ACP
conversations, and how to document ACP conversations in the electronic health record. Results
of the project indicate that nurses felt significantly more confident in ACP immediately after the
educational session and three months later. Izumi et al. (2019) concluded that the educational
intervention was effective at improving nurses’ confidence in knowledge about ACP and helped
to reduce misconceptions about ACP. The implementation of the brief educational session
helped nurses within the healthcare system overcome some of the barriers to ACP that they
frequently experience.
Additional studies support the effectiveness of in-service educational interventions that
utilize PowerPoint presentations to improve the knowledge of nurses on additional topics. A onehour educational intervention utilizing a PowerPoint lecture with embedded videos was
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implemented as part of a study on student nurse practitioners (Lutz, 2018). Participants (N = 73)
in the session completed a pre-test survey that assessed their knowledge of human trafficking.
After the implementation of the educational session, the student nurse practitioners completed a
post-survey that re-assessed their knowledge of human trafficking. Post-survey results
demonstrated an increase in the knowledge of the participating nurses after receiving the
educational intervention.
Research also supports the utilization of educational studies with a “lunch-and-learn”
format to improve healthcare provider knowledge. A study of 217 healthcare workers,
throughout seven cities in the United States, evaluated the impact of a lunch-and-learn
educational intervention on knowledge levels (Ekundayo et al., 2013). Attendees completed a
pre-intervention and post-intervention questionnaire, which demonstrated their knowledge on
child passenger safety. Before the implementation of the intervention, only 4% of participants
answered all questions correctly. After the intervention, 77% of the participants answered all
questions correctly. Through the utilization of a lunch-and-learn session, the knowledge of
healthcare workers regarding child passenger safety improved. A different study by Bires,
Leonard, and Thurber (2017) found that the implementation of an educational session utilizing a
PowerPoint presentation improved the knowledge of nurse practitioners regarding postconcussion care and return-to-play protocols. The study also found that the intervention
increased the confidence level of practitioners in making a diagnosis of a concussion and
understanding when to refer the patient to a specialist.
Summary of Literature Review
Findings from a review of the literature highlight the importance of ACP in promoting
the autonomy of patients. The review of the literature also demonstrates the many benefits
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associated with ACP. Despite recommendations for the routine implementation of ACP, clinical
utilization rates remain low. Nurses have the ability to improve patient outcomes and the overall
culture of healthcare regarding ACP but they frequently report barriers to their participation in
ACP discussions with patients. Some of the largest barriers nurses encounter are low levels of
knowledge regarding ACP and low confidence in their ability to engage in ACP discussions with
patients. A lunch-and-learn educational session utilizing a Microsoft PowerPoint presentation
may improve nurses’ knowledge of and confidence in the ACP process.
Needs Assessment and Project Description
Based on the current literature, ACP occurs at sub-optimal rates in clinical practice. The
process is associated with improved outcomes for patients and their families but is underutilized. A review of the literature exposed a gap in current practice, nurses do not engage in
ACP discussions with patients despite their unique position to do so. The primary barrier that
prevents their participation is a lack of knowledge. This finding is consistent with the student’s
personal experiences while working as a nurse in a hospital setting.
The student conducted informal conversations with nurses working in the hospital to
learn more about their knowledge and comfort with ACP. Nurses reported a lack of knowledge
on the topic and poor understanding of the nursing profession’s role in the process. Nurses
expressed that this lack of knowledge often leads them to feel uncomfortable when implementing
the process in clinical practice. Nurses recognized the importance of ACP and were interested in
learning more about the process and how they can facilitate ACP to benefit patients. In order to
improve the knowledge of nurses regarding ACP, the student proposed an educational session in
the form of a lunch-and-learn. This DNP Project created a digital presentation (Appendix A) that
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was implemented during the lunch-and-learn educational sessions to convey information on ACP
and educate nurses on the profession’s role in the process.
Population Identification
This project aimed to improve the ACP knowledge of registered nurses working at Saint
Mary’s Regional Medical Center (SMRMC) in northern Nevada. Research shows that nurses
need education on ACP and their role in the process (Shepherd et al., 2018; Duke, 2007; Ke et
al., 2015). In addition, nurses are interested in receiving education on the topic in order to help
them successfully facilitate the process with patients (Jezewski et al., 2003; Baughman et al.,
2012). The Hospice and Palliative Nurses Association’s (2018) position statement on ACP
recommends ACP education for nurses so that they can facilitate ACP with patients and their
families. The provision of education and training on ACP helps nurses to successfully engage in
ACP discussions with patients, their families, and interdisciplinary healthcare team members
(Miller et al., 2019; Chan et al., 2019).
Key Stakeholders
Key stakeholders for this project included all nurses employed at the institution. Staff
members in the education department were also stakeholders for the project as it is their duty to
ensure that employees have the education they need to be successful in their roles. Another
stakeholder was the research coordinator for the institution as she was responsible for facilitating
the DNP student’s collaboration with the facility. Additional stakeholders were the
organization’s administrative staff members who ensure quality patient outcomes and foster the
culture of clinical practice within the organization. The Chief Nursing Officer of the institution
approved for the project’s implementation within the facility.
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Assessment of Resources
Resources required for the development and execution of this project were a computer,
access to the Internet, equipment to project the digital presentation (Appendix A) and a physical
setting where the educational session was held. In addition, the project required appropriate buyin from nurses who work within the organization and the organization’s leadership staff. The
student informally met with leaders within the organization who approved for the project to be
completed at the institution. Leaders from within the education department expressed support for
the project and assisted the student in designating a meeting location that could accommodate the
lunch-and-learn session. The education department provided the appropriate equipment
necessary to project the digital presentation (Appendix A) during the educational session.
Additionally, the education department helped advertise the educational sessions to nurses within
the institution and support nurse participation.
Cost
This author was unable to complete a cost analysis, as there is no way to accurately
assess the value of improving knowledge and patient care.
Scope of Project
The scope of this DNP Project was to create a knowledge-based learning activity to
enhance nurse knowledge of ACP. A well-designed digital presentation (Appendix A) was
utilized to provide nurses with evidence-based information and improve their knowledge of
ACP. The educational session also sought to improve nurses’ understanding of their own role in
the ACP process.
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Project Goals
The goal of this DNP project was to improve the ACP knowledge of nurses and increase
their understanding of the nursing profession’s role in the process. A secondary goal aimed to
make nurses feel more comfortable facilitating ACP discussions with patients once they had an
improved understanding of the topic. Ultimately, the mission was to improve the utilization of
ACP discussions in clinical practice in order to promote the autonomy of patients and provide
care consistent with their values.
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Chapter 3
Theoretical Framework
The goal of this DNP project was to improve nurses’ knowledge regarding ACP and
subsequently support the autonomy of patients. Nurses who engage in ACP conversations act in
concordance with the ethical code of conduct of the nursing profession and honor the personal
values and preferences of patients. The provision of care that upholds bioethical standards and
honors the patient as an individual is consistent with the symphonological bioethical theory. This
theory was selected as the theoretical framework for this DNP Project because it supports the
nurse in providing ethical and individualized care (Scotto, 2018). The application of this theory
can promote the nursing profession’s engagement in ACP practices to support the autonomy of
patients. The Novice-to-Expert theory serves as the change theory for this project as it supports
the change that nurses will make as a result of the project’s intervention. The Novice-to-Expert
change theory asserts that nurses help guide patients through difficult situations based on their
level of expertise (Benner, 2001). A nurse’s expertise is developed through education and
experience. This project aimed to provide nurses with education on ACP so that participating
nurses would be able to advance their level of expertise and embrace ACP in clinical practice.
Symphonological Bioethical Theory
Gladys and James Husted developed the symphonological bioethical theory when they
recognized a need for the theoretical support of ethical decision-making in healthcare (Scotto,
2018). The Husteds observed how continual advances in healthcare’s knowledge and technology
create new ethical circumstances. Utilization of this theory can guide nurses and other healthcare
providers as they navigate the challenge of providing ethical care in complex circumstances.
Symphonological bioethical theory has two main components: symphonology and bioethics.
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Symphonology refers to the study of agreement between patients and healthcare
professionals. Nurses and patients have an implicit understanding of human rights, which forms
the basis of their mutual agreement (Scotto, 2018). Interactions between nurses and patients are
founded upon their mutual agreement and keep the needs and desires of the patient at the center.
The theory’s founders believed that patients experience a loss in agency, which means they have
a reduced ability to take actions that would progress them towards their goals (Scotto, 2018).
Symphonological theory asserts that the nurse and the patient have a shared ambition to restore
the patient’s agency and promote their progress towards their health-related goals.
Bioethics refers to the study of ethics in healthcare (Pingyue & Hakkarinen, 2017).
Symphonological bioethical theory incorporates six bioethical standards into the care that a nurse
provides to a patient (Scotto, 2018). These bioethical standards include autonomy, beneficence,
fidelity, freedom, and objectivity. The nurse can apply the concepts of symphonology and
bioethics to ensure that the care he or she provides is ethical and promotes the best interest of the
patient (Scotto, 2018). In order for the nurse to make ethical decisions, he or she must recognize
the individual goals of the patient and respect the patient’s right to pursue these goals.
Symphonological bioethical theory provides a practice-based approach for nurses to
utilize when providing care to patients in the health care setting (Scotto, 2018). It also serves as a
theoretical basis for the utilization of ACP within healthcare. The theory’s primary assertions are
consistent with the foundational values of the nursing profession. Both the theory and the ANA’s
code of ethics attest that the nurse’s primary commitment is to the patient. By engaging in ACP,
the nurse is restoring the patient’s agency through an environment of understanding. The nurse
advocates for the patient with honest conversations that allow the patient to express their values
and preferences regarding the care that they receive.
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ACP practices uphold the bioethical standard of autonomy; individuals have the right to
act on their own unique and independent purposes (Scotto, 2018). ACP discussions promote
fidelity; the patient is able to demonstrate faithfulness to their own uniqueness by outlining their
preferences for care. In this way, they are able to manage, maintain, and sustain their own lives
(Scotto, 2018). Additionally, nurses demonstrate fidelity when they engage in ACP practices
with patients. The nurse shows commitment to the obligations of their professional role when
they provide care that is consistent with the preferences of the patient, collaborate with others to
protect the human rights of the patient, and act out of compassion and respect for the inherent
dignity of each patient (ANA, 2015). Through ACP, the bioethical principle of freedom is also
upheld. Patients are given the opportunity to choose their own course of action without
interference (Scotto, 2018). Lastly, ACP promotes objectivity; the patient is able to make their
own healthcare decisions based upon their objective awareness. ACP discussions allow the
patient to manage, maintain, and sustain their understanding of the situation as it pertains to their
health and future medical decision-making.
Symphonological Bioethical Theory for DNP Project
The symphonological bioethical theory was utilized to develop this DNP project and
support the autonomy of patients through the promotion of ACP practices. A lunch-and-learn
intervention provided nurses with education on ACP practices and promoted the role of the
nursing profession in restoring agency to patients. The educational intervention taught nurses
ways to successfully engage in meaningful conversations with patients regarding their
preferences for care. It also promoted the ability of nurses to act in a way that is consistent with
bioethical standards through engagement in ACP.
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Novice to Expert Change Theory
Patricia Benner, a researcher and nursing educator, developed the Novice-to-Expert
change theory, which advocates for excellence in clinical nursing practice (Benner, 2001). The
theory was developed based on Stuart Dreyfus’s model of skill acquisition, which explains how
students pass through five levels of proficiency when developing a skill. Benner applied the
concepts of this model to the practice of nursing in order to describe how nurses transition
through five stages of proficiency as they advance their clinical practice. The five stages of
development include novice, advanced beginner, competent, proficient, and expert.
As a nurse transitions through the phases, their focus changes from being task-oriented to
conceptualizing the whole picture of the patient’s care. Nurses who have obtained an expert level
of proficiency are able to demonstrate clinical excellence and foster positive patient outcomes
(Benner, 2001). Proficiency is developed through the combination of a strong educational
foundation and personal clinical experience. The nursing profession values the provision of
excellent care and nurses can exemplify this professional value as they progress through the
stages of their own development and skills.
Novice to Expert Change Theory for DNP Project
The goal of this project is to improve the knowledge of nurses regarding ACP so they can
embrace ACP in clinical practice and provide excellent care. The Novice-to-Expert theory
supports the notion that proficiency develops through a combination of education and clinical
experience. Excellence in nursing occurs when nurses develop their level of proficiency. As
nurses transition through the five levels of proficiency, their competence improves and they are
able to provide better care to patients. This DNP project provided education on ACP in order to
enrich the knowledge of nurses on the practice and then measured the change in knowledge of
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participating nurses. It sought to establish an educational foundation for nurses that could then be
combined with clinical experience in order to advance the professional practice of participating
nurses.
The Novice-to-Expert change theory provides support for the change that nurses made as
they progressed through the developmental stages of proficiency in utilizing ACP. When nurses
are proficient in ACP and embrace it in clinical practice, they utilize evidence-based care that
provides opportunity for optimal patient outcomes. Through their participation in this project,
nurses were able to foster their personal development and ultimately improve their ability to
provide excellent care to patients.
Summary of Theoretical Underpinnings
This project aims to improve the knowledge of nurses regarding ACP and subsequently
increase their confidence in their ability to engage in the practice with patients. The Husteds’
symphonological bioethical theory supports nurses in providing care that upholds bioethical
standards and honors the patient as an individual. This is compatible with the practice of ACP,
which seeks to ensure that patients receive medical care that is consistent with their preferences
and values. Benner’s Novice-to-Expert change theory supports nurses through the stages of
proficiency as they progress towards excellence in clinical practice. The theory supports the
change that nurses who participate in the project will experience as they develop their level of
proficiency in ACP.
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Chapter 4
Project
The goal of this project was to improve the knowledge and attitudes of nurses at a
regional medical center towards ACP. In order to obtain this goal, the student conducted a
single-group pretest-posttest lunch-and-learn educational session at SMRMC. The educational
session utilized a digital presentation (Appendix A) that was developed by the student under the
guidance of the project Chair and committee. A single survey was utilized for pre and post-test
assessment (Appendix D) of the knowledge and attitudes of nurses towards ACP. The survey
also evaluated the knowledge of nurses regarding their role in the ACP process. The student
created the survey during the formulation of the digital presentation, under the guidance of the
project Chair and committee. The project aimed to improve the knowledge and confidence of
nurses in participating in ACP with patients, and ultimately sought to improve the utilization of
ACP in clinical practice.
The lunch-and-learn educational sessions occurred twice in one week; each lasted for one
hour. Upon arrival at the sessions, nurses were greeted and welcomed. Nurses were offered lunch
and were given a demographic survey (Appendix E) and a pre-test survey (Appendix D). Once
everyone was greeted, participating nurses completed their pre-test surveys. After all pre-test
surveys were completed the student provided an introduction for the presentation. Next, a digital
presentation (Appendix A) was given over the course of 60 minutes. The presentation
encouraged open discussion and participation from attending nurses. Nurses were given the
opportunity to ask questions, share personal experiences, and contribute to discussions. During
the final minutes of the session, participating nurses completed a post-test survey (Appendix D)
and an evaluation form. Both pre and post-test surveys were completed anonymously;
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participants formulated a unique identifier and placed this on each of their documents. At the end
of the session, all nurses were given a certificate of continuing education (Appendix B) from the
University of Nevada, Las Vegas (UNLV) for one contact hour.
Design and Setting
The project utilized a one-group pretest-posttest design to evaluate whether a lunch-andlearn educational session improved the knowledge and attitudes of participating nurses towards
ACP. The project was conducted at Saint Mary’s Regional Medical Center in Reno, Nevada. The
institution was selected as the setting for this project because it was accessible and the student
had a professional relationship with the organization. ACP is an important component of the care
provided to acutely ill patients and is aligned with the hospital’s goal to provide quality,
evidence-based care. Prior to the project’s implementation, the organization’s administrators and
education department stated that the nurses employed at the facility would benefit from
improved education on the topic. The hospital’s administrators supported the student in
conducting the project at the institution and had buy-in for the project. The institution’s Chief
Nursing Officer and Medical Research Study Coordinator provided the student with a letter of
authorization (Appendix C) to conduct research within the facility.
The institution employs approximately 625 nurses who work within the acute care facility
and had the opportunity to participate. The lunch-and-learn session took place in a conference
room that could accommodate up to 30 people. The lunch-and-learn session utilized a digital
presentation (Appendix A) that was developed by the student under the guidance of a project
Chair and committee. All participating guests were provided with lunch and one contact-hour of
continuing education (Appendix B), which served as incentives for attending.
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Population of Interest
The population of interest was registered nurses who work within the institution and were
willing to participate in the pretest-posttest lunch-and-learn educational session. All nurses
employed by the institution were allowed to participate, regardless of their position or area of
expertise. There are approximately 625 nurses who are employed by the facility and who
therefore had the opportunity to participate; these nurses composed the accessible population.
Nurses who attended the lunch-and-learn session voluntarily completed pre and post-intervention
surveys (Appendix D) that assessed their knowledge of ACP and confidence to embrace ACP in
clinical practice.
Measures
The student developed all measures that were utilized in the project, as relevant evidencebased tools that have been tested for validity and reliability do not exist. The ACP knowledge
and confidence of nurses were assessed through a 15-question survey (Appendix D) that the
student developed under the guidance of the project Chair and committee. The same survey was
utilized pre-intervention and post-intervention to assess whether the educational intervention
improved knowledge and confidence of nurses.
The first six questions of the survey (Appendix D) were multiple choice and assessed the
knowledge of ACP. The next five questions utilized a Likert scale to assess the individual’s
confidence in their ability to participate in ACP conversations with patients and their beliefs
regarding the importance of ACP. The final two questions utilized a Likert scale to assess the
individual’s confidence in their knowledge of the institution’s ACP procedures. The formulation
of the survey questions was influenced by previous research by Izumi et al. (2019), which
evaluated the impact of education on nurses’ confidence in ACP knowledge and practice. The
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project Chair served as an expert reviewer who established the content validity of both the
survey and the digital presentation (Appendix A). The project Chair has maintained certification
in the provision of end-of-life care by the End-Of-Life Nursing Education Consortium (ELNEC)
for 15 years. In addition, she has 19 years of experience as a certified nurse educator.
Demographic data were collected from participants through a 10-question survey that
was developed by the student (Appendix E). The 10 questions surveyed age, gender, years of
practice as a nurse, years of practice as a nurse at the institution, education level, and experience
with ACP. In addition, evaluation data were collected through a 9-question survey developed by
the student (Appendix F). The first seven questions of the survey utilized a 5-point Likert scale
to assess the level of agreement with positive statements regarding the presentation. The final
two questions provided the participants with an opportunity to communicate what they found to
be helpful from the presentation and to offer suggestions to improve the presentation through
open-response.
Timeline
The timeline of the project spanned from May of 2019 to April of 2020. Details of the
timeline are as follows:
•

May - August – Completed documentation of Chapters 1-4

•

August 2019 – Defended project proposal

•

September 2019 - January 2020 – Developed the digital presentation, formulated
survey questionnaires, and obtained approval from the institutional review board
(IRB)
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•

February 2019 – Advertised the lunch-and-learn session within the institution,
performed two lunch-and-learn educational sessions, analyzed and documented data,
completed Chapter 5

•

March 2020 – Defended project, edited and finalized paper

•

April 2020 – Submitted final project to the University of Nevada, Las Vegas
Graduate College

Tasks
The tasks required in this DNP Project included confirming IRB approval of the project,
formulating a digital presentation (Appendix A) and creating a survey (Appendix D) to measure
the effectiveness of the educational intervention. Additionally, the student sought approval from
hospital administrators for the completion of the project at the institution. The student met with
the research coordinator and members of the education department to facilitate the successful
completion of the lunch-and-learn session. The student designed a flyer (Appendix H) to
advertise the educational sessions and then collaborated with the education department to
distribute the flyers and advance the nursing staff’s participation in the project. The student also
collaborated with a faculty member from the UNLV School of Nursing to gain approval for the
distribution of certificates of continuing education contact hours (Appendix B) to all nurses who
participated in the lunch-and-learn educational sessions.
Personnel
The main personnel for this project are the DNP student and the project committee
members. The project Chair provided oversight and established content validity of the
educational presentation. A project committee member approved for the distribution of
certificates of a continuing education contact-hour (Appendix B) through UNLV.
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Resources and Supports
Resources required for the completion of this DNP project included access to a computer
and the Internet in order to create a digital presentation (Appendix A). A computer, screen, and
projector were utilized to facilitate the digital presentation during the lunch-and-learn session.
Access to a computer with Microsoft Word, a printer, a copy machine, and paper were necessary
to develop and assemble the surveys. Lastly, a significant amount of time was required of the
student in order to successfully complete this DNP Project.
The institution’s education department and research coordinator helped to facilitate the
implementation of the project at their facility. The Chief Nursing Officer of the institution gave
the final approval for the completion of the project at the medical center. The project also
received support from the UNLV School of Nursing who afforded the student graduate-level
course credits during the completion of the project. In addition, the UNLV School of Nursing
provided funding for the project’s purchase of lunch for participating nurses.
Threats
There were two main threats to the successful completion of this DNP Project. The first
threat was a lack of participation from nurses employed at the institution. A lack of participation
would have inhibited the promotion of ACP to nurses and would reduce the possible impact that
the project could have had. In order to combat this threat, the student discussed advertising
strategies with the education department at the institution and promoted the lunch-and-learn
sessions to staff nurses for two weeks prior to the sessions. Flyers advertising the sessions were
hung in the staff break rooms of most units within the hospital (Appendix H). The education
department sent the same flyer to all nurses electronically via their work-associated email.
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The second main threat was a lack of change in the practice of nurses who participated in
the educational lunch-and-learn sessions. If a change in knowledge were not to occur, the goal to
enhance the growth of nurses according to the Novice-to-Expert change theory would not be
obtained. Without a change in knowledge, the expertise of nurses would not progress, and nurses
would miss the opportunity to enhance the level of care that they provide. This would result in
missed opportunities for change in clinical practice and subsequently a loss of opportunity for
patients to engage in ACP. Ultimately, without a change in practice, the patients that the
institution serves would not receive the benefits of individualized, evidence-based care that
prioritizes their values and preferences.
Another risk to the project pertained to the pre and post-intervention surveys (Appendix
D). A research-supported tool to assess the ACP knowledge and confidence of nurses does not
exist. The student collaborated with the chair to create surveys that drew from the literature and
similar work by Izumi et al. (2019). The project’s chair is ELNEC certified and evaluated the
surveys for content validity. Without research to confirm the validity of the assessment tool,
there is a risk that the surveys did not accurately assess the knowledge and confidence of nurses.
Additional risks were that nurses would feel vulnerable through participation in the
session and experience a negative emotional response to their lack of knowledge or confidence in
ACP practices. Another risk was that nurses would not be honest while completing their pre and
post-test surveys. The project’s assessment of whether the educational intervention improved the
confidence of nurses in their knowledge of ACP was dependent upon truthful completion of the
pre and post-intervention surveys.
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Institutional Review Board Approval
As required by the UNLV School of Nursing, the project underwent review by the
Biomedical IRB for UNLV. A project proposal was submitted to UNLV IRB for review in
November of 2019. IRB determined the project exempt on January 29th, 2020 (Appendix G). No
identifying information was collected from nurses who participated in the educational sessions
and all participants provided consent for UNLV to utilize their survey answers for research.
Evaluation
There were multiple components in the evaluation of this project. First, the student and
project Chair reflected on the digital presentation (Appendix A) to ensure that it contained all
relevant and necessary information. Secondly, the project’s chair and a committee member
evaluated the survey (Appendix D) questions to ensure that the survey properly assessed the
topic of purpose. Lastly, evaluation was utilized during a review of the final collected data. The
purpose of this project was to improve nursing’s utilization of ACP by increasing the knowledge
of nurses regarding the topic. Data regarding the effectiveness of the educational intervention at
improving the knowledge and confidence of nurses were collected during the pretest-posttest
lunch-and-learn sessions. Categorical questions provided quantitative data that was measured
before and after the educational presentation. Analysis of the data was performed utilizing a
paired t-test. This analysis sought to determine the effectiveness of the educational intervention
on changing nurses’ knowledge of ACP. The paired t-test was utilized to compare data that was
collected from the same group of participants before and after the intervention. Descriptive
statistics were utilized to compare the pre and post-intervention confidence of nurses to engage
in ACP. This data was presented as frequencies and percentages.
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Summary
This project sought to improve the knowledge and attitudes of nurses within the
institution towards ACP. Prior to the project’s implementation, the project underwent review by
the Biomedical IRB of UNLV; it was determined to be exempt (Appendix G). After receiving
approval from IRB, two educational lunch-and-learn sessions utilizing a digital presentation
(Appendix A) were held within the institution. The project was open to all nurses who were
employed within the institution and were willing to participate. A single-group pretest-posttest
design was utilized to evaluate whether the educational sessions improved the knowledge and
confidence of nurses regarding ACP. Data were collected from participants through surveys that
were designed by the student under the supervision of the project Chair. Evaluation of the data
was performed utilizing the Statistical Package for Social Science (SPSS). A paired-samples
t-test was conducted to evaluate the impact of the educational intervention on participants’ pre
and post-intervention knowledge. Statistics were also utilized to compare the pre and postintervention confidence of nurses to engage in ACP. The project spanned from May of 2019 to
April of 2020.
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Chapter 5
Summary of Implementation and Results
ACP is a process that seeks to ensure patients receive medical care that is consistent with
their values and preferences (Sudore et al., 2017). The process of ACP has proven benefits for
patients and their loved ones, including the provision of care that is consistent with the wishes of
the patient, reduced emotional distress of surrogate decision-makers, dying in a preferred
location, less invasive care at the end of life, and improved quality of life (Bernacki & Block,
2014; Jimenez et al., 2018; Wendler & Rid, 2011). Despite its many benefits, ACP is underutilized and only one-third of Americans have completed an advance directive (Yadav et al.,
2017). Nurses are uniquely positioned to support patient autonomy and the delivery of
individualized care through engagement in ACP. Nursing organizations such as the ANA and the
HPNA support nurses in taking a leading role in ACP and its implementation into everyday
practice (ANA, 2016; HPNA, 2018). While nurses are capable of successfully supporting
patients through the ACP process, they encounter barriers that prevent their engagement, such as
a lack of knowledge regarding ACP and poor understanding of their role in the process (Ke et al.,
2015; Duke, 2007; Carabez & Scott, 2015; Shepherd et al., 2018).
The purpose of this DNP Project was to utilize an evidence-based intervention to improve
the knowledge of nurses regarding advance care planning and empower them to embrace the
process in clinical practice. A digital presentation (Appendix A) was developed and implemented
during two lunch-and-learn sessions for nurses at the institution. Knowledge of ACP and
confidence to engage in the process were measured from participating nurses utilizing a singlegroup pretest-posttest design. Pre-test and post-test surveys (Appendix D) included categorical
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questions and questions that utilized a five-point Likert scale to assess confidence to engage in
the practice.
Threats and Barriers to the Project
Multiple threats to the project were identified prior to the project’s implementation. The
first threat was a lack of participation from nurses employed at the institution. The student
collaborated with the education department of the facility in order to reduce the risk of this
threat. Flyers (Appendix H) advertising the sessions were placed within each staff break room
and nurses who work for the institution received a copy of the flyer electronically via their workassociated emails. Participating nurses were provided with free lunch and one contact-hour of
continuing education (Appendix B) as an incentive for their participation. The second threat was
a lack of change in the practice of participating nurses. Without an improvement in knowledge
and confidence to embrace the practice, the goal to empower nurses in ACP practices would not
be fulfilled. A lack of change in knowledge and practice would ultimately result in missed
opportunities for the patients that nurses interact with to engage in a process that supports their
autonomy and individualized care. Additional threats to the success of the project were that
participating nurses would experience negative emotions in response to realizing a lack of
knowledge on the practice, and a lack of honesty when completing the surveys. The project’s
assessment of whether the intervention improved the knowledge of nursing regarding ACP was
dependent upon truthful completion of the pre and post-intervention surveys (Appendix D).
Data collection
After receiving approval from UNLV’S IRB, the educational sessions were advertised to
nurses within the institution via a flyer (Appendix H) that was designed by the student. Flyers
were posted in nursing break rooms on various units throughout the institution two weeks prior
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to when the sessions were held. Additionally, the education department of the institution
distributed the flyer to all nurses via their work-associated emails one week prior to the sessions.
The educational lunch-and-learn sessions were implemented on February 11, 2020, and
February 13, 2020, at the institution. Attending nurses were provided with paper copies of the
exempt research study information sheet, a demographic survey (Appendix E), and the preintervention knowledge survey (Appendix D) as they entered the room where the educational
session was held. Nurses who chose to participate in the study created a unique identification
number and recorded it at the top of all forms from which data were collected. Participating
nurses completed the pre-intervention survey and the demographic surveys prior to the
implementation of the digital presentation (Appendix A). After the presentation’s conclusion,
participating nurses completed a post-intervention survey (Appendix D) and an evaluation
survey (Appendix F).
The pre and post-intervention surveys (Appendix D) consisted of a total of 13 questions.
The first six questions of the surveys were categorical and assessed ACP knowledge. The final
seven questions utilized a five-point Likert scale to assess the self-reported confidence of nurses
to engage in ACP and confidence in their knowledge of organization-specific ACP practices. In
addition to the pre and post-intervention surveys, a demographic survey (Appendix E) was
requested of participants. The demographic survey consisted of 10 questions regarding age,
gender, years of work experience as a registered nurse, highest earned nursing degree, and
personal experience with ACP. Lastly, participants were asked to complete an evaluation of the
presentation. The evaluation survey (Appendix F) consisted of seven questions that utilized a
five-point Likert scale and two qualitative questions that asked for open-response feedback.
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In total, data were collected from 15 participating nurses. None of the participating nurses
declined to participate in pre and post-intervention data collection or demographic data
collection. One nurse who participated in the educational session did not complete an evaluation
survey and only 14 evaluations were collected.
Data Analysis
Demographic survey. SPSS was utilized to complete statistical analysis of the project’s
data. Demographic data were collected and results demonstrated that the ages of participants
ranged from 28-56 years and the mean age was 38.6 years. The mean number of years that
participants had worked as a nurse was 8 years; years of experience ranged from 2-30 years.
Participants reported having worked at the institution as a nurse for 2-20 years and the average
years of nursing experience at the institution was 5.77 years. The participants were
predominately female; 14 participants reported female gender and one participant reported male
gender. The educational attainment of participants was reviewed, 60% of participants (n = 9)
reported having a bachelor’s degree, 26.67% had an associate degree (n = 4), and 13.33% had a
master’s degree (n = 2).
Nurses were also asked about their personal experiences with ACP, refer to Table 1 to
view the results of the demographic survey questions (Appendix E) assessing experience. Of the
participants, 13.33% reported having completed a personal advance directive (n = 2), 80%
reported having engaged in personal ACP conversations with a friend or family member (n =
12), and 6.67% of participants reported receiving post-nursing school education in ACP (n = 1).
Of the participants, 80% reported professional experience engaging in ACP with patients (n =
12) and 60% reported that there had been a time in their career when they wish they had engaged
in ACP with a patient but did not (n = 9). Nurses who reported wishing they had engaged in ACP
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with patients were given the opportunity to explain why they hadn’t engaged in the process; the
primary reported barrier was a lack of knowledge or confidence in the process. One nurse
reported, “not comfortable explaining the differences, afraid of giving incorrect information.”
Other nurses cited a lack of time and rapport with patients and feeling hesitant to approach the
topic due to fear of how it would be received.

Table 1
Demographic Data: ACP Experience
Question
Have you completed a personal advance directive or other ACP documentation?
Have you engaged in personal ACP conversations with a friend or family
member?
Have you had post-nursing school graduation education in ACP?
Have you ever engaged in ACP conversations with a patient?
Has there ever been a time in your career when you wish you had engaged in ACP
conversations with a patient but you did not?

Yes
13%

No
87%

80%

20%

7%
80%

93%
20%

60%

40%

Assessment of knowledge. Knowledge of ACP was evaluated through six categorical
questions (Appendix D) that were scored. Participant’s score were calculated as percentages by
dividing the number of correct answers by the total number of questions. A paired-samples t-test
was conducted to evaluate the impact of the educational intervention on participants’ pre and
post-intervention knowledge. There was a statistically significant increase in knowledge scores
from Time 1 (M = .82, SD = .13) to Time 2 (M = .96, SD = .099), t(14) = 4.59, p < .0005 (two-
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tailed). The mean increase in knowledge scores was 0.13 with a 95% confidence interval ranging
from 0.2 to 0.07.
Assessment of confidence. The confidence of nurses regarding their ability to engage in
ACP was assessed through a seven-question Likert survey (Appendix D). The pre and postintervention results of this survey were compiled into a table (Appendix I) in order for
comparisons to be made between the data. For each question, participants were offered five
levels of agreement: strongly agree, agree, undecided, disagree, and strongly disagree. Statistics
used for the evaluation data were frequency and percentages. Refer to Appendix I to view a
detailed comparison of survey results pre and post-intervention.
The first item stated, “I feel confident to initiate ACP conversations with patients.” Prior
to the intervention, six participants selected agree, four selected undecided, four selected
disagree, and one responded strongly disagree. After the intervention, eight selected agree and
seven participants selected strongly agree. Pre and post-intervention, the percentage of
participants who agreed with the statement increased from 40 to 100%. The second item stated,
“I feel confident to discuss treatment preferences and values with patients and their loved ones.”
Prior to the intervention, participants reported low levels of agreement; six selected agree, five
selected undecided, and four selected disagree. After the implementation of the intervention,
agreement levels increased; six participants reported strongly agree, six selected agree, and three
selected undecided. The percentage of participants who agreed with the statement increased from
40 (pre-intervention) to 80% (post-intervention).
The third item stated, “I feel confident in my knowledge of ACP.” Participants reported
poor agreement with this statement prior to the intervention’s implementation; eight participants
selected disagree, five selected undecided, and two selected agree. After receiving the
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educational presentation, agreement levels increased; six participants reported agree, five
reported strongly agree, and four reported undecided. Pre and post-intervention, the percentage
of participants who agreed with the statement increased from 13.33 to 73.33%. Post-intervention
agreement levels also increased for the fourth statement that read, “I am confident in my ability
to provide education to patients regarding ACP.” Prior to the intervention, eight participants
selected disagree, six selected undecided, and one selected agree. After the intervention’s
implementation, nine participants selected agree, five selected strongly agree, and one selected
undecided. The percentage of nurses who agreed with the statement greatly increased from 6.67
to 73.33%.
The fifth statement was, “I believe ACP is an important component of my professional
practice as a nurse.” Overall, participants agreed with this statement and prior to the intervention
10 nurses selected agree, four selected strongly agree, and one selected undecided. After the
intervention, agreement increased; 11 nurses selected strongly agree, three selected agree, and
one selected undecided. Pre and post-intervention, the percentage of participants who agreed
with the statement remained unchanged at 93.33%. While overall agreement remained
consistent, the level of agreement from participants increased after the intervention. Prior to the
intervention 26.67% of participants strongly agreed with the statement and 66.67% selected
agree. After the intervention, 73.33% of participants selected strongly agree and 20% selected
agree.
Item number six stated, “I am confident in my understanding of how to navigate ACP
practices within SMRMC.” Prior to the intervention six nurses selected undecided, five selected
disagree, three selected agree, and one selected strongly disagree. After the intervention, reported
agreement increased; nine selected agree and six selected strongly agree. Pre and post-
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intervention, the percentage of participants who agreed with the statement increased dramatically
from 20 to 100%. The seventh and final statement read, “I am confident in my knowledge of
where to obtain further information or assistance within SMRMC for ACP questions or support.”
Participants had low levels of agreement with this statement prior to the intervention, six nurses
selected disagree, four selected agree, four selected undecided, and one selected strongly
disagree. After the implementation of the educational presentation, agreement levels increased;
nine nurses reported strongly agree and five reported agree. The percentage of nurses who agreed
with the statement prior to the intervention was 26.67%. The percentage of nurses who agreed
after the intervention increased to 100%.
Evaluation of the intervention. Evaluation data were also collected from participants
through seven questions that utilized a Likert scale (Appendix F). Participants were given the
option to select one of five levels of agreement for each statement. The five levels were strongly
agree, agree, undecided, disagree, and strongly disagree. Statistics used for the evaluation data
were frequency and percentages. Results were overwhelmingly positive and participants reported
high levels of agreement for each statement. The options undecided, disagree, and strongly
disagree were not selected in response to any survey statements. The evaluation sample size was
14 as one participant did not complete the evaluation survey. Refer to Table 2 to see a
comparison of the level of agreement between statements.
The first evaluation item stated, “The presentation was informative.” For this statement,
86% (n = 12) of participants selected strongly agree and 14% (n = 2) selected agree. The second
statement read, “The presentation contained practical information and useful examples that apply
to my current work.” Participants reported high levels of agreement with this statement; 86% (n
= 12) selected strongly agree and 14% (n = 2) selected agree. The third statement read, “The
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presentation enhanced my professional expertise.” The respondents agreed with this statement,
86% (n = 12) selected strongly agree and 14% (n = 2) selected agree. Participants also agreed
with the fourth statement, “The presenter was knowledgeable about the topic.” For this
statement, 93% (n = 13) of nurses selected strongly agree and 7% (n = 1) selected agree. The
fifth evaluation statement read, “The presenter was enthusiastic about the topic.” All respondents
selected strongly agree for this statement (n = 14). The sixth evaluation statement was, “The
presenter was organized and prepared.” In response to this statement, 93% (n = 13) of
respondents selected strongly agree and 7% (n = 1) selected agree. The final evaluation statement
read, “I would recommend this presentation to others.” Participants responded with high levels
of agreement; 86% (n = 12) selected strongly agree and 14% (n = 2) selected agree.

Table 2
Evaluation Results
Level of Agreement
(N=14)
Strongly Agree
Agree
86%
14%

Statement
1. The presentation was informative.
2. The presentation contained practical
information and useful examples that apply to
my current work.
3. The presentation enhanced my professional
expertise.
4. The presenter was knowledgeable about the
topic.
5. The presenter was enthusiastic about the
topic.
6. The presenter was organized and prepared.
7. I would recommend this presentation to
others.
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86%

14%

86%

14%

93%

7%

100%

0%

93%

7%

86%

14%

The final two questions of the evaluation provided the participants with an opportunity to
communicate what they found to be helpful from the presentation and to offer suggestions to
improve the presentation. The first open-response question read, “What do you think was most
helpful about this presentation?” The most common response to this question (n = 5) focused on
the presentation’s clarification of various ACP terms and advance directive documentation.
Participants also found the presentation’s encouragement to embrace the practice to be helpful
and two nurses indicated this in their survey responses. Participants identified that the
presentation provided education that was simple (n = 2) and one participant identified that the
provision of organization-specific information regarding ACP was helpful.
The last evaluation question read, “Do you have any suggestions to improve this
presentation?” Only one participant provided a suggestion; this was to incorporate “real-life
stories.” Other participants provided positive feedback such as “awesome” and “thank you” in
response to this question.
Discussion of Project Results
Project Results
Data were collected from 15 participating nurses both before and after the
implementation of an educational presentation. Demographic data revealed that the mean age of
participants was 38.6 years with a standard deviation of 9.03; the median age was 36 years.
93.33% of participants were female. The mean number of years that participants had completed
as a nurse was 8.07 and the mean number of years that participants had spent working as a nurse
within the institution was 5.77. Most participants had previous personal and professional
experience engaging in ACP conversations; 80% of participants had engaged in personal ACP
conversations with friends or family and 80% had engaged in ACP conversations with patients in
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the professional setting. Despite engagement in the process, only 13.33% of participants reported
having completed a personal advance directive. Of the nurses who participated, 93.33% had not
received post-nursing school graduation education on ACP.
Data demonstrated that participants had previously experienced missed opportunities to
engage in ACP with patients and 60% of participants reported that there had been a time in their
careers when they wished they had engaged in ACP with patients but didn’t. Nurses reported that
some of the reasons why they failed to engage in ACP with patients were a lack of knowledge,
poor confidence in their ability to adequately do so, and concern regarding how it would be
received by the patient. This is consistent with the findings of Ke et al. (2015) who reported that
nursing barriers to ACP include a lack of knowledge on the topic as well as poor confidence to
engage in ACP with patients.
The first goal of the project was to improve participants’ knowledge of ACP and the role
of the nurse in the process; this goal was achieved. Knowledge regarding ACP and the role of the
nurse was assessed through six categorical questions (Appendix D). There was a statistically
significant improvement in the knowledge scores of participants from the pre-intervention
assessment to the post-intervention assessment. This may indicate that the ACP knowledge of
participants was positively impacted by the educational presentation. This positive change in
nursing knowledge addresses the problem identified in the literature that nurses have inadequate
knowledge of ACP (Ke et al., 2015). The finding that nurse knowledge of ACP improved after
an educational session that utilized digital presentations is consistent with the findings of Miller
et al. (2019), Fink et al. (2019), and Izumi et al. (2019). It is also consistent with previous
research supporting the utilization of lunch-and-learn formatted sessions to improve healthcare
provider knowledge (Ekundayo et al., 2013).
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The second goal of the project was to improve the confidence of nurses to engage in the
ACP process with patients; this goal was also achieved. The confidence of nurses regarding their
ability to engage in ACP was assessed through a seven-question Likert survey. Post-intervention
survey (Appendix D) results demonstrated an increased level of agreement for all seven
questions. This indicates that the educational presentation may have positively impacted the
confidence of participating nurses. This outcome addresses the problem that nurses have low
levels of confidence to participate in ACP conversations, which negatively impacts their
engagement in the process with patients (Ke et al., 2015). The positive change in both the
knowledge and confidence levels of participating nurses could indicate that the level of
confidence to engage in ACP may be impacted by the knowledge level of the nurse.
With both the goal to improve the knowledge of participating nurses and the goal to
improve their confidence to engage in the process being met, it may be possible that the
utilization of ACP discussions in clinical practice will improve. With an increased level of
knowledge of ACP and confidence to engage in the process, two key barriers that nurses
experience to ACP are mitigated. This could positively impact the practice of nurses who engage
in the process and subsequently impact the clinical outcomes of patients. It would take further
research to determine if the rate at which nurses embrace their role in ACP and utilize the
process in clinical practice is positively impacted by improvements in the nurse’s knowledge and
confidence. Further research could explore the relationship between improvements in knowledge
and confidence and a change in nursing practice. Further research could also evaluate whether
these changes impact patient outcomes.
Participants provided positive feedback for the educational session and communicated
that they found the presentation to be helpful. A suggestion was made to incorporate relevant
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stories from clinical practice. Aside from this suggestion, the positive feedback indicates that
changes to the presentation may not be necessary and that the presentation was educational.
Conceptual Framework
The symphonological bioethical theory and the Novice-to-Expert change theory
composed the theoretical framework for this project. The Husteds’ symphonological bioethical
theory supports ethical decision-making in healthcare and can be used as a guide for nurses
seeking to provide ethical care in complex circumstances (Scotto, 2018). Nurses are responsible
for providing care that prioritizes the patient and helps promote their progression towards their
health-related goals. Nurses who support patients through ACP are upholding the bioethical
standards of autonomy, fidelity, freedom, and objectivity. Nurses fail to engage in ACP due to a
lack of knowledge and confidence. The symphonological bioethical theory supports the
reduction of these barriers in order to improve the ability of nurses to provide ethical care that
promotes the agency of the patients they serve.
The DNP Project utilized the Novice-to-Expert change theory to support the change that
nurses would make as they progress through the developmental stages of proficiency in utilizing
ACP. The theory asserts that nurses develop proficiency through a combination of education and
clinical experience (Benner, 2001). Through the educational lunch-and-learn session, nurses
were able to improve both their knowledge and confidence regarding ACP. The change theory
suggests that the provision of education, as was provided in this project, will help nurses obtain
excellence in practice and provide better care to patients.
Limitations
While the goals of the project were met, there are important limitations to the project.
The sample size of the project was modest; only 15 nurses participated. This reflects a small
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portion of the nurses who are employed by the institution. Further research involving a larger
sample size may provide more accurate information regarding the effectiveness of the
intervention. Additionally, it is important that relevant education is provided to a larger amount
of nurses in order to make a meaningful impact on the clinical utilization rates of ACP.
An additional limitation was the limited amount of expert content reviewers to establish
the content validity of the educational presentation. This project included one content reviewer.
In the future, it may be appropriate to include additional content reviewers to establish the
validity of the information presented. Additionally, it would be beneficial to establish the content
validity and reliability of the measurement tools utilized to assess the knowledge and confidence
of participating nurses. Another limitation of the project pertains to the sustainability of the
observed changes in knowledge and confidence. This project evaluated for an immediate change
but did not determine if a lasting change in knowledge and confidence occurred.
Potential for Sustainability
The sustainability of the project is dependent upon further utilization of the educational
intervention that was developed. The evidence-based educational session can be utilized in a
variety of settings and is relevant to all nurses. It is not necessary for the session to be designated
as a lunch-and-learn session and it could be implemented without the provision of free lunch.
The evaluation data of participants was overwhelmingly positive and participants indicated that
they learned from the presentation. Only one suggestion was made to improve the presentation;
changes to the presentation that reflect this suggestion could be considered prior to future
educational sessions.
One avenue for future activity could be the provision of the educational session to newly
graduated nurses participating in the institution’s “Transition to Practice” program. This program
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facilitates monthly educational sessions to improve the knowledge and success of new nurses
working within the organization. The educational session could also be implemented at the
institution’s mandatory education day that occurs annually. All nurses employed by the
institution are required to attend and the inclusion of the presentation into the education day
would potentially allow for the presentation to have a more widespread impact. It would also be
possible for other organizations to utilize the educational session and digital presentation
(Appendix A) in order to improve the knowledge and confidence of nurses beyond the
institution. If this were to occur, changes would need to be made to the presentation to reflect
organizational specific practices.
Utilization and Dissemination of Results
The project developed an educational presentation to improve the knowledge of nurses
regarding ACP. The author plans to disseminate the project’s results through a peer-reviewed
journal and will submit an article for publication. Results will also be shared with members of
the institution’s education team and administration. The organization will be responsible for
determining if the presentation will be offered within the facility in the future.
Summary
The purpose of this DNP Project was to improve the knowledge of nurses regarding ACP
and increase their confidence to embrace the process with patients. Overall, the project sought to
increase the utilization of ACP in clinical practice in order to improve patient outcomes and
ensure that patients receive medical care that is consistent with their preferences. The project
implemented a digital presentation (Appendix A) on ACP to nurses and found that the
knowledge and confidence levels of nurses improved after the intervention. Further research
would be necessary to determine if the clinical practice of nurses changed after their knowledge
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and confidence to engage in ACP improved. The educational intervention has the potential to be
utilized in a variety of settings in the future in order to improve the knowledge and confidence of
nurses beyond the institution and create a larger impact.
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Appendix A
3/3/20

Digital Presentation

At the conclusion of this session
participants will be able to:
-

Advance Care Planning:
What Nurses Need to Know

Objectives

-

By Jocelyn Allen BSN, RN, DNPc

-

Identify the who, when, where,
and why of advance care
planning
Differentiate between the
components of advance care
planning
Discuss the benefits of advance
care planning
Identify the role of nurses in
advance care planning

What Is Advance Care Planning?

100% of people will die.

“A process that supports adults at any
age or stage of health in understanding
and sharing their personal values, life
goals, and preferences regarding future
medical care” (Sudore et al., 2017)

Talking about death, illness, and suffering can be uncomfortable but what’s the use of avoiding the
topic if it will happen to all of us?

●

●

●

Reflecting on and communicating
one’s wishes for end of life care
with family, friends, and the
healthcare team
Occurs over a continuum of time,
can be revisited as often as
needed
May involve the completion of
advance directives

Components Of The Process
➔ Personal reflection, identification of values and preferences
➔ Selection of a surrogate decision maker
➔ Communication of values and preferences with surrogate decision
maker, family, close friends, medical providers
➔ Completion of advance directives
◆

Durable Power of Attorney for Healthcare

◆

Living Will

Continuum of Advance Care Planning
(Shigeko & Fromme, 2017)
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Important Terms

Important Terms
●

● Healthcare Advance Directive
●

● Living Will
● Durable Power of Attorney for Healthcare

●

● Physician Order for Life Sustaining Treatment
●

Health Care Advance Directive - A general term for legal documents that describe one’s
health care wishes and preferences for care (includes living will and and durable power of
attorney for health care)
Living Will - A legal document, completed by the patient, which outlines their preferences
for care and treatment in the event that they can no longer speak for themselves. It can
also communicate wishes, values, or goals.
Durable Power of Attorney For Health Care - A legal document, completed by the patient,
which names a healthcare proxy who can make all medical decisions in the event that the
patient is no longer able to.
POLST (Physician Order for Life-Sustaining Treatment) - A set of medical orders for
specific medical treatments to be given during a medical emergency. It is documented by
a healthcare provider on a standardized form.
(Sabatino, 2015)

Goals of Advance Care Planning
●

Why Engage in Advance Care Planning?

Helps ensure people receive medical care

●

Promotes patient autonomy

consistent with their preferences

●

Empowers the patient

●

Prepares the individual

●

Fosters shared decision-making

●

Prepares their loved ones

●

Designation of an alternate decision-maker

●

●
●

Supports patient-centered care
Gives the patient the opportunity to learn and explore care options that align with their
condition and values

●
●

Legal documentation - living will and durable
power of attorney for healthcare

Encourages consideration of quality of life
Minimizes unwarranted or unwanted treatment and suffering

(Sudore et al., 2017)

Benefits of Advance Care Planning
●

Provision of care that is consistent with the patient’s preferences and values

●

Improved quality of life

●

Less invasive care at the end of life, per patient preferences (hospitalizations, critical care

What do Americans
want?
●
●
●
●

support)
●

Dying in preferred location

●

Increased palliative & hospice care referrals

●

Overall health care savings

●

Reduced emotional distress of surrogates (stress, guilt, anxiety, doubt)

●

Improved family satisfaction of care

●

To die at home with their loved ones
present
Control over pain and symptoms
Have wishes known and honored
Be treated as a whole person, appropriate
psychosocial and spiritual support
Know that friends and family members will
be cared for

What do Americans
experience?
●
●
●
●

⅔ die out of the home (institutions,
hospitals)
Extended stays in intensive care units
Pain
Family members and friends experience
distress and emotional burden

(Centers For Disease Control and Prevention, 2012)

(Bernacki & Block, 2014; Jimenez et al., 2018; Wendler & Rid, 2011)
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How can we fix this
gap?

Advance
Care
Planning

Who Can Initiate Advance Care Planning
Conversations?
●
●
●
●
●
●

Doctors
Nurse Practitioners
Physician Assistants
Nurses
Case Managers
Patients

Where Can Advance Care Planning Occur?
●
●
●
●
●
●

Hospitals
Outpatient clinic settings - primary care provider’s office, specialist’s office
Extended care facilities
Homes
Law offices
Anywhere

When Should Advance Care Planning
Conversations Occur?

Only ⅓ of Americans have
completed an advance directive.

● Change in health condition
● Upon receiving a new
diagnosis
● Change in life circumstances
● Every 10 years
● Whenever the patient would
like

Advance care planning conversations do not occur as often as they should.

(Yadav et al., 2017)
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Barriers to Advance Care Planning

Nurses and Advance Care Planning
“Nurses must take a leading role in advance care planning through the
education of patients, families, and other health care professionals and its
implementation in everyday practice”

Three main types:
● Patient
● System
● Clinician - Nursing

(Hospice and Palliative Nurses Association, 2018)

(Bernacki & Block, 2014)

● Where do I submit patient
records?

●

Case Management

Advance Care
Planning at Saint
Mary’s Regional
Medical Center

● Who can provide additional
support?

Tips For
Difficult
Conversations

Case Management
Hospice & Palliative team

● Are there handouts available?
Yes

●

● Where can I access a copy of the
patient’s records?
Medical Records
Case Management has access

●

Do not maintain a personal agenda

●

Listen – fears,disbelief of bad news,

●

Maintain hope, be specific (pain

grief

Tips For
Advance Care
Planning
Conversations

Do:
○ Communicate in a quiet,
private space
○ Sit down, be at the same
level
○ Make eye contact
○ Keep an open posture
○ Nod
○ Embrace pauses or
silence
Don’t:
○ Multitask (documenting,
using phone)
○ Interrupt

Advance Care Planning Conversation Starters

control, symptom management, a

●

good death, opportunity to be with

●

Do you have advance directives such as a living will or power of attorney?

family)

●

Do you have a healthcare proxy or durable power of attorney for healthcare?

●

Have you ever talked with your family about your preferences for healthcare treatment?

Include phrases such as “death” and

●

“dying”
●

Avoid saying “I’m sorry”

●

Use hypothetical language

●

May generalize discussion

Have you ever considered what type of treatment you would want if you were to have a
life-changing event such as a stroke, heart attack, or an accident?

●

Do you have a medical provider you feel comfortable discussing your treatment
preferences with?
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Conversation Starters

Advance Care Planning Conversations

●

How are you doing?

●

How has this illness affected your life and your relationships?

●

What has your healthcare team already told you?

●

How does the illness reflect on you as a person?

●

What do you understand about your illness?

●

How do you see the future?

●

What is your understanding of your situation?

●

Have you thought about a time when you could be more sick?

●

Is the treatment going the way that you thought?

●

What are you hoping for?

●

Tell me more about . . .

●

What is it that scares you the most or that you’re most concerned about?

●

What is important to you?

The Conversation Project - For patients

Key Points

The American Bar Association - Toolkit for
ACP & links to state specific resources
UNR Nevada Center for Ethics and Health
Policy

Advance care planning is for everyone

Additional
Resources

It’s never too early to start the process

Nevada Department of Health and Human
Services - Division of Health Care Finance
and Policy

Nurses are able to support patients through this
process

Nevada Secretary of State
The Centers for Disease Control and
Prevention (CDC)
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Thank You!
Questions?
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Appendix D
Pre-Test/Post-Test Survey

Unique ID: ___________________________
Pre-Test/Post-Test Survey
The purpose of using a unique ID for identification is to protect the subject from discovery. To
create your unique identification code: use the last four numbers of your phone number, then add
the first letter of your middle name. If you do not have a middle name use the first letter of your
last name. Example: 5778K
Please use this unique ID for the demographic survey, pre-test, and post-test/evaluation form.
By filling out this survey, you are consenting for the University of Nevada, Las Vegas to utilize
your answers in the associated Doctoral project. Your participation in this survey is optional and
you may opt out at any time.
1. Who can initiate advance care planning conversations?
a. Only the provider
b. The provider and the case manager
c. Physician assistants, nurse practitioners, and doctors
d. Nurses, case managers, doctors, physician assistants, and nurse practitioners
2. Which of the following is true regarding advance care planning?
a. It is only initiated upon the diagnosis of a terminal illness
b. It is a process for adults at any age or stage of health
c. It should only be completed once
d. Healthy people do not need advance care planning
3. Advance care planning is associated with
a. Negative patient outcomes
b. Positive outcomes for patients and their family members
c. Negative outcomes for the family members of patients
d. Increased cost of healthcare
4. What percentage of Americans has completed an advance directive?
a. 50%
b. 10%
c. 33%
d. 85%
5. Which of the following is false about advance care planning?
a. It should be avoided because it causes patients unnecessary stress
b. It ensures that patients receive care that is consistent with their preferences
c. It allows for patients to reflect on and communicate their wishes for care
d. It promotes the autonomy of patients

1
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6. Which of the following describes a Physician Order for Life Sustaining Treatment
(POLST)?
a. A set of medical orders for specific medical treatments that are to be given during
a medical emergency. It is documented on a standardized form by a healthcare
professional.
b. A legal document that is completed by the patient and names a healthcare proxy.
c. A general term for the legal documents used to describe one’s health care
preferences.
d. A legal document, completed by the patient, which outlines their preferences for
care and treatment goals.
7. I feel confident to initiate advance care planning conversations with patients.
Strongly
Agree

Agree

Undecided

Disagree

Strongly Disagree

8. I feel confident to discuss treatment preferences and values with patients and their loved
ones.
Strongly
Agree

Agree

Undecided

Disagree

Strongly
Disagree

9. I feel confident in my knowledge of advance care planning.
Strongly
Agree

Agree

Undecided

Disagree

Strongly
Disagree

10. I am confident in my ability to provide education to patients regarding advance care
planning.
Strongly
Agree

Agree

Undecided

2
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Disagree

Strongly
Disagree

11. I believe advance care planning is an important component of my professional practice as
a nurse.
Strongly
Agree

Agree

Undecided

Disagree

Strongly
Disagree

12. I am confident in my understanding of how to navigate advance care planning practices
within Saint Mary’s Regional Medical Center.
Strongly
Agree

Agree

Undecided

Disagree

Strongly
Disagree

13. I am confident in my knowledge of where to obtain further information or assistance
within Saint Mary’s Regional Medical Center for advance care planning questions or
support.
Strongly
Agree

Agree

Undecided

3
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Disagree

Strongly
Disagree

Appendix E
Demographic Survey

Unique ID: ___________________________
Demographic Survey
The purpose of using a unique ID for identification is to protect the subject from discovery. To
create your unique identification code: use the last four numbers of your phone number, then add
the first letter of your middle name. If you do not have a middle name use the first letter of your
last name. Example: 5778K
Please use this unique ID for the demographic survey, pre-test, and post-test/evaluation form.
By filling out this survey, you are consenting for the University of Nevada, Las Vegas to utilize
your answers in the associated Doctoral project. Your participation in this survey is optional and
you may opt out at any time.
1. What is your age?

__________

2. What is your gender?

Male __________ Female __________ Other _________

3. For how many years have you been a registered nurse?

__________

4. For how long have you been employed as a nurse at Saint Mary’s Regional Medical
Center?

__________

5. What is your highest earned nursing degree?
Diploma __________ Associate’s__________ Bachelor’s __________
Master’s __________ Doctoral __________
6. Have you completed a personal advance directive or other advance care planning
documentation?

Yes __________ No __________

7. Have you engaged in personal advance care planning conversations with a friend or
family member?

Yes __________ No __________

8. Have you had post-nursing school graduation education in advance care planning?
Yes __________ No __________
9. Have you ever engaged in advance care planning conversations with a patient?
Yes __________ No __________

1
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10. Has there ever been a time in your career when you wish you had engaged in
advance care planning conversations with a patient but you did not?
Yes __________ No __________
If so, can you describe why you did not engage in advance care planning?
______________________________________________________________________________
______________________________________________________________________________

2
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Appendix F
Evaluation Survey

Evaluation
1. The presentation was informative.
Strongly
Agree

Agree

Undecided

Disagree

Strongly Disagree

2. The presentation contained practical information and useful examples that apply to my
current work.
Strongly
Agree

Agree

Undecided

Disagree

Strongly Disagree

Disagree

Strongly Disagree

Disagree

Strongly Disagree

Disagree

Strongly Disagree

Disagree

Strongly Disagree

3. The presentation enhanced my professional expertise.
Strongly
Agree

Agree

Undecided

4. The presenter was knowledgeable about the topic.
Strongly
Agree

Agree

Undecided

5. The presenter was enthusiastic about the topic.
Strongly
Agree

Agree

Undecided

6. The presenter was organized and prepared.
Strongly
Agree

Agree

Undecided
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7. I would recommend this presentation to others.
Strongly
Agree

Agree

Undecided

Disagree

Strongly Disagree

8. What do you think was most helpful about this presentation?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
9. Do you have any suggestions to improve this presentation?
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
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Appendix G
UNLV Biomedical IRB Exempt Determination Letter

UNLV Biomedical IRB - Exempt Review
Exempt Notice
DATE:

January 29, 2020

TO:
FROM:

Patricia Gatlin, Ph.D.
Office of Research Integrity - Human Subjects

PROTOCOL TITLE:

[1512049-1] Increasing Nurses' Knowledge of Advance Care Planning

ACTION:
EXEMPT DATE:
REVIEW CATEGORY:

DETERMINATION OF EXEMPT STATUS
January 29, 2020
Exemption category # 3

Thank you for your submission of New Project materials for this protocol. This memorandum is notification
that the protocol referenced above has been reviewed as indicated in Federal regulatory statutes
45CFR46.101(b) and deemed exempt.
We will retain a copy of this correspondence with our records.
PLEASE NOTE:
Upon final determination of exempt status, the research team is responsible for conducting the research
as stated in the exempt application reviewed by the ORI - HS and/or the IRB which shall include using the
most recently submitted Informed Consent/Assent Forms (Information Sheet) and recruitment materials.
If your project involves paying research participants, it is recommended to contact the ORI Program
Coordinator at (702) 895-2794 to ensure compliance with the Policy for Incentives for Human Research
Subjects.
Any changes to the application may cause this protocol to require a different level of IRB review. Should
any changes need to be made, please submit a Modification Form. When the above-referenced protocol
has been completed, please submit a Continuing Review/Progress Completion report to notify ORI HS of its closure.
If you have questions, please contact the Office of Research Integrity - Human Subjects at IRB@unlv.edu
or call 702-895-2794. Please include your protocol title and IRBNet ID in all correspondence.

Office of Research Integrity - Human Subjects
4505 Maryland Parkway . Box 451047 . Las Vegas, Nevada 89154-1047
(702) 895-2794 . FAX: (702) 895-0805 . IRB@unlv.edu
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Appendix H
Lunch-and-Learn Flyer

A Lunch-and-Learn Session On:

Advance Care
Planning
Presented by Jocelyn Allen, BSN, RN,
Doctoral student at

Come learn about the fundamentals of advance
care planning and the role of nurses in the process!
Open to ALL registered
nurses who are employed
at Saint Mary’s

Where: 3rd Floor Nursing
Conference Room
When: Tuesday 2/11/20
from 1200-1300
Or
Thursday 2/13/20 from
1300-1400

FREE lunch provided
Receive 1 Continuing
Education Unit (CEU) for
participating

No registration required
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Appendix I
Results of Likert Survey Assessing Confidence

Post

Pre

Post

Pre

Post

Pre

Post

Strongly
Disagree
(N = 15)
Pre Post

0%

46.7%

40%

53.3%

27%

0%

27%

0%

7%

0%

0%

40%

40%

40%

33.3%

20%

26.7%

0%

0%

0%

0%

33.3%

13.3%

40%

33.3%

26.7%

53.3%

0%

0%

0%

0%

33.3%

6.7%

60%

40%

6.7%

53.3%

0%

0%

0%

26.7%

73.3%

66.7%

20%

6.7%

6.7%

0%

0%

0%

0%

Strongly Agree
(N = 15)
Question
1. I feel
confident to
initiate ACP
conversations
with patients.
2. I feel
confident to
discuss
treatment
preferences and
values with
patients and
their loved
ones.
3. I feel
confident in my
knowledge of
ACP.
4. I am
confident in my
ability to
provide
education to
patients
regarding ACP.
5. I believe
ACP is an
important
component of
my practice as
a nurse

Pre

Agree
(N = 15)

Undecided
(N = 15)
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Disagree
(N = 15)

Question
6. I am
confident in my
under-standing
of how to
navigate ACP
practices within
SMRMC.
7. I am
confident in my
know-ledge of
where to obtain
further
informa-tion or
assistance
within
SMRMC for
ACP questions
or support.

Strongly
Agree
(N = 15)
Pre
Post

Agree
(N = 15)

Undecided
(N = 15)

Disagree
(N = 15)

Pre

Post

Pre

Post

Pre

Post

Strongly
Disagree
(N = 15)
Pre Post

0%

40%

20%

60%

40%

0%

33.3%

0%

6.7%

0%

0%

60%

26.7%

40%

26.7%

0%

40%

0%

6.7%

0%
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